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Introduction
Although mature teratoma (dermoid cyst of benign
cystic teratoma) is one of the most common ovarian
tumors in women of reproductive age [1–3], bilateral
torsion of ovarian teratomas with teratoma at the
omentum is extremely rare. To the best of our knowledge,
the incidence of bilateral torsion of ovarian teratomas
with one parasitic omental teratoma has never been
reported. Here, we report a case of bilateral torsion of
mature cystic teratomas as well as one parasitic teratoma
at the omentum.
Case Report
A 40-year-old female, gravida 5, para 3, abortus 2, was
referred to our emergency service due to lower abdom-
inal pain with vomiting for 4 days and fever for 1 day.
Her past history revealed several episodes of pelvic in-
flammatory disease, and a left ovarian cystic lesion
which was diagnosed by a local practitioner 6 years
previously. The patient was menstruating regularly.
A huge abdominal mass from the pelvic area up to
the level of the umbilicus was found on physical exam-
ination. An ultrasound examination revealed two
abdominal masses (Figure 1). The large tumor (25 cm),
located in the central abdomen, had irregular hyper-
echogenic cystic contents, and the small tumor (4 cm),
located at the right adnexa, had the same echogenic
appearance. Kidney-ureter-bladder radiography showed
a calcified ring (4 cm) over the right lower abdomen
(Figure 2). Nevertheless, the levels of five tumor mark-
ers (carcinoembryonic antigen, _-fetoprotein, CA125,
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CA199, squamous cell carcinoma antigen) were all
within normal limits.
After consultation, the patient agreed to an opera-
tion. On explorative laparotomy, a right ovarian cystic
tumor, 25 × 15 × 5 cm in size, was found to be twisted
to the left side of the abdomen. On cutting, the tumor
was full of sebaceous content, hemorrhage and hairs. In
addition, a left ovarian cystic lesion, 4 × 4 × 2 cm in size,
with a calcified shell and hairs inside, was twisted to the
right side of her abdomen. Of interest, the left adnexal
tumor had multiple adhesions involving the omentum
(Figure 3). This tumor clearly had an omentum supply
consisting of multiple small vessels, indicating a parasi-
tic tumor at the omentum (Figure 4). The uterus looked
apparently normal.
Bilateral salpingo-oophorectomy and partial oment-
ectomy were performed smoothly with minimal blood
loss. She recovered well and was discharged 5 days
after the operation. The postoperative histopathologic
examination reported bilateral mature cystic teratomas
with torsion, and was compatible with our operative
findings.
Discussion
Mature teratoma is the most common type of ovarian
germ cell tumour, and its incidence ranges from 5%
to 25% of all ovarian neoplasms [4]. More than 80%
of benign cystic teratomas occur during the reproduc-
tive years [1–3]. The risk of torsion is approximately
15%. They are bilateral in approximately 10% of cases.
The incidence of parasitic cystic teratomas, at all loca-
tions, was reported to be 0.4% of all ovarian terato-
mas [4]. Lebert described the first omental dermoid
cyst in 1734, and as of 1998, only 25 cases of omen-
tal dermoid cysts have been reported in MEDLINE [1].
The real incidence of omental dermoid cyst remains
Figure 3. Laparotomy
reveals a right ovarian
tumor, 25 × 15 × 5 cm,
twisted to the left side,
and a left ovarian tu-
mor, 4 × 4 × 2 cm, with
a calcified shell twisted
to the ride side.
Figure 1. Two-dimensional ultrasonography shows two pelvic masses: (A) transabdominal ultrasound shows a hyperechogenic
cystic structure (25 cm) up to the level of the umbilicus; (B) transvaginal ultrasound shows a cystic tumor 4 cm in size at the right
adnexa.
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Figure 2.  Kidney-
ureter-bladder radio-
graphy shows a radio-
opaque ring over the
right lower quadrant
area.
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unknown. Our patient demonstrated the extremely rare
clinical condition of bilateral torsion of dermoid cysts
and one parasitic omental tumor. Our case might be the
first report of bilateral torsion of dermoid cysts as well
as one parasitic omental tumor in Taiwan.
The etiology of omental dermoid cyst is poorly
understood. Three main theories have been proposed
to explain the omentum localization of these tumors:
primary omental teratoma [2,3]; teratoma from su-
pernumerary ovary [2,5,6]; and autoamputation and
reimplantation of ovarian teratoma on the omentum
[1,7].
The third theory of autoamputation and reimplan-
tation is currently the most widely accepted to be the
mechanism for a parasitic tumor at the omentum [1].
This theory was first proposed by Thornton in 1881
[1]. He claimed that torsion of the pedicle is the most
frequent complication of ovarian teratomas, and that
it may interfere with the blood supply of the involved
organ, resulting in venous congestion and aseptic in-
flammation of the tumor wall. Thus, the tumor may
undergo necrosis or atrophy, and a “parasitic” tumor
may also adhere to adjacent structures with new
collateral circulation. Generally, the great omentum is
the main location for secondary implantation of the
parasitic tumor [1,4]. Our patient had suffered from
episodes of lower abdominal pain for several years,
which implied that the torsion of the ovarian dermoid
cysts and the formation of a parasitic tumor had also
emerged for several years.
Thorough clinical physical examination and imag-
ing studies are mandatory for the accurate diagnosis
of bilateral torsion of ovarian dermoid cysts. Typical
symptoms usually consist of abdominal pain, swelling
and abnormal uterine bleeding. Bladder symptoms,
gastrointestinal disturbances, and back pain are less
frequent. When abdominal pain is present, it usually
persists constantly and ranges from slight to moderate
in intensity. Torsion and acute rupture are usually asso-
ciated with severe pain.
Imaging studies, including high-resolution real-time
two-dimensional ultrasonography and computerized
tomography, are helpful in the differential diagnosis
of dermoid cysts, but are not so useful in showing the
site of torsion of the ovarian cysts. Color flow Doppler
mapping may be helpful in localizing the tumor torsion.
In addition, the diagnosis of omental parasitic tera-
toma has never been made preoperatively. In our case,
ultrasound had shown that the abdominal masses
might be cystic teratomas, but failed to recognize the
omentum localization of the tumor.
Treatment should be decided on the basis of age,
desire for fertility, or presence of another pelvic pa-
thology, rather than tumor size or bilaterality [6]. The
surgical procedure undertaken for mature teratoma of
the omentum is tumor dissection from the omentum or
resection. For omental mature cystic teratoma, simple
resection is the best choice of treatment. For immature
teratoma, treatment is complete surgical resection, and
postoperative radiotherapy and chemotherapy should
be considered on an individual basis according to the
completeness of resectability or probability of tumor
recurrence [8].
References
1. Ushakov FB, Meirow D, Prus D, Libson E, BenShushan A,
Rojansky N. Parasitic ovarian dermoid tumor of the omentum.
A review of the literature and report of two new cases. Eur J
Obstet Gynecol Reprod Biol 1998;81:77–82.
2. Litos MG, Furara S, Chin K. Supernumerary ovary: A case
report and literature review. J Obstet Gynaecol 2003;23:325–7.
3. Drut R, Drut RM, Vollaro F. Mature cystic teratoma of the
greater omentum. Pediatr Pathol 1990;10:1033–5.
4. Peterson WF, Prevost EC, Edmunds FT, Hundley JM Jr, Morris
FK. Benign cystic teratomas of the ovary; a clinico-statistical
Figure 4. The left ovarian tumor had: (A) multiple adhesions




W.C. Yang, et al
Taiwanese J Obstet Gynecol • December 2005 • Vol 44 • No 4356
study of 1,007 cases with a review of the literature. Am J Obstet
Gynecol 1955;70:368–82.
5. Besser MJ, Posey DM. Cystic teratoma in a supernumerary
ovary of the greater omentum. A case report. J Reprod Med
1992;37:189–93.
6. Ayhan A, Bukulmez O, Genc C, Karamursel BS, Ayhan A.
Mature cystic teratomas of the ovary: case series from one
institution over 34 years. Eur J Obstet Gynecol Reprod Biol 2000;
88:153–7.
7. Kearney MS. Synchronous benign teratomas of the greater
omentum and ovary. Case report. Br J Obstet Gynaecol 1983;
90:676–9.
8. Ordonez NG, Manning JT Jr, Ayala AG. Teratoma of the
omentum. Cancer 1983;51:955–8.
